Context: Health care costs have increasingly shifted to patients, and financial distress caused by medical care has increased. Patients may wish to discuss costs with their clinicians.
INTRODUCTION
As health care costs increase, people using health care services face increasing out-of-pocket costs and medical financial burden. 1, 2 In 2014, more than 22 million Americans delayed medical care because of costs, and in 2012, more than 1 in 4 US families experienced any medical financial burden. 3, 4 Medical financial burden and delay in seeking care are related to higher comorbidity and lower quality of life, [5] [6] [7] and out-of-pocket costs can cumulatively have an impact on patients and families, regardless of insurance status. [8] [9] [10] Patients' understanding of expected out-of-pocket responsibility at the time care is delivered may improve patient-centered care, 11 but discussions about health care costs have traditionally been kept out of the clinical arena. However, patients increasingly wish to discuss costs in the clinical setting. [12] [13] [14] Patientcentered communication is associated with improved treatment decisions, patient experience, and health outcomes. [15] [16] [17] Patient preferences for discussing costs with one's clinician have not been well described.
Our aim was to describe preferences for discussing cost in the clinical setting and to identify predictors of preferences for communication about cost in an insured population. We hypothesized that people experiencing either medical financial burden or delays in seeking care because of cost concerns would be more likely to report strong preferences for communicating about cost with their physicians. Therefore, we sought to 1) describe preferences for communication about health care costs in the clinical setting, 2) determine the association between communication preference about cost and the financial burden and delay of treatment because of cost, and 3) explore other patient characteristics associated with cost communication preference.
METHODS
We conducted a self-administered cross-sectional survey of a stratified random sample of the adult population insured by Group Health Cooperative (Group Health), an integrated health care system serving nearly 600,000 people in Washington State. Our sampling frame was the entire adult membership aged 21 years or older. Sampling was stratified by sex and health plan type. Members can choose a health plan to receive care exclusively at Group Health's primary care clinics (group practice), or at their choice of clinics within a broader contracted network (network). Study recruitment also included an oversampling of members with children aged 9 to 14 years for an unrelated study aim.
A 68-item survey (available online at: www.thepermanentejournal.org/files/16-070-survey.pdf ) was mailed to 7200 people between August and November 2014. So we could investigate a second, unrelated study aim looking at predictors of survey response, the mode of recruitment approach varied; some groups received a $2 preincentive, reminder follow-up calls, or invitations to complete the survey online. The analyses reported here include all survey respondents, regardless of how they were approached.
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We obtained administrative data on the entire sample to determine factors related to survey response and control for potential response bias: age, sex, race, insurance type, enrollment duration, zip code, and comorbidity measured as expected health care resource utilization. 18 The study design and methods were approved by Group Health's institutional review board.
Measures
The overall aim of the survey was to describe social determinants of health in a representative sample of the organization's membership; the survey covered a broad range of topics, but this report summarizes an analysis of the survey's questions pertaining to patients' communication preferences about cost. The measures used in this analysis include demographic characteristics, financial burden, delay in care measures, and other variables hypothesized to be associated with communication preferences.
Communication Preferences
We included seven items related to communicating about cost in the clinical setting, adapted from published work. 19 Our main item of interest was patient preference about communicating with physicians at the point of care ("I would like my doctor to talk with me about my out-of-pocket costs when s/he recommends a test or treatment"). A second item asked about communications from team members other than a physician. Other questions assessing communication preferences included two questions about the role of out-of-pocket costs in treatment decision making: one question about preferences for knowing out-of-pocket costs before treatment and one about the ease of finding cost information when needed. There was also an item about comfort discussing costs with a physician. Response options for all seven items were presented from "strongly agree" to "strongly disagree" on a five-point Likert scale.
Financial Burden and Delay in Care-Seeking
We included 4 dichotomous items adapted from the National Health Interview Survey. 3 The financial burden item asked about current medical debt for anyone in the family ("Does anyone in your family currently have any medical bills that are being paid off over time?"). Three questions asked about delay of care: "In the past 12 months, was there a time when you did not take your medication as prescribed because of cost?", "In the past 12 months, have you delayed seeking medical care because of worry about the cost?", "In the past 12 months, has anyone in your family delayed medical care because of worry about the cost?" 3 We combined the 3 delay items into a single composite dichotomous variable for "any delay in care," because of the correlation between the individual items, and for ease of interpretation in the multivariable model.
Other Potential Predictors of Communication Preference
Group Health administrative data provided information on age, sex, health plan type (group practice vs network), duration of enrollment with Group Health, insurance type (commercial, Medicare, or Medicaid), and comorbidity measured by expected health care utilization (resource utilization band [RUB] or The Johns Hopkins Adjusted Clinical Groups System). 18 These data were based on diagnostic and procedure codes in the prior year. The survey collected information on other potential predictors, including demographic and socioeconomic measures (race and Hispanic ethnicity, education, household income, marital status, employment status, and home ownership), likelihood of recommending Group Health to friends or family, and the number of days with poor physical or mental health in the previous month. a Missing values: race (n = 28), marital status (n = 15), education (n = 15), income (n = 173), employment (n = 38), home ownership (n = 59), enrollment duration (n = 5), RUB (n = 57), physical health (n = 69), and mental health (n = 65). b From administrative data. SE = standard error.
Statistical Analysis
We used administrative data on the entire Group Healthenrolled population to compute sampling probabilities in each of our sampling strata, defined by sex, health plan type (group practice vs network), and parent of an enrolled child aged 9 to 14 years. From the original sample of 7200, we received 2220 responses (30.8%). The probability of responding to the survey adjusting for characteristics related to survey response, including age, sex, group practice, and parental status, was estimated using logistic regression. We used the product of the inverse of the sampling and the estimated response probabilities to create a combined weight to use in our analyses, to control for response bias, and to create estimates generalizable to the entire sampling frame.
To summarize the demographic and socioeconomic characteristics as well as the financial burden, delay in care, and communication preference measures of the study population, we used descriptive statistics computed using the analytic weights described earlier. Spearman rank correlation coefficients were used to assess the correlation between the 7 cost communication measures. We examined the bivariate distributions between all study covariates and preference for communication with one's physician about costs. To identify variables independently associated with our primary communication outcome, we fit modified Poisson regression models to directly estimate unadjusted relative risks associated with each variable. Next, we fit a multivariable model with all covariates significantly related to our communication item at p value ≤ 0.10. Age and sex were retained in the model regardless of their bivariate associations, as were financial burden and delay in seeking care because of their hypothesized relationship to communication preference. Analytic weights were used throughout the analysis.
Analyses were conducted using STATA version 13 statistical software (StataCorp LLC, College Station, TX).
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RESULTS
With use of weighted estimates, the study population (N = 2220) was predominantly women, married, and white, and more than 60% were aged 45 years or older (Table 1) . Fifty-two percent (51.8%) reported having earned a 4-year college degree or greater. Most were private insurance holders (79.3%) rather than recipients of Medicare or Medicaid; 65.3% were enrolled in the group practice division compared with the external contracted network, and nearly half were enrolled with Group Health for 10 years or more. Most reported owning their own home and being employed. Forty-two percent reported a household income of $75,000 or more (see Table 1 ).
Communication Preferences
Responses to the cost communication items appear in Table 2 . Most (81.4%) either strongly agreed or agreed with preferring that their physician talk with them about their out-of-pocket costs when treatment is recommended, and most (92%) wished to know their out-of-pocket costs before beginning treatment. Three-fourths (75.6%) reported being comfortable discussing the costs of care with their physician; 20.9% preferred to 
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Communication with Physicians about Health Care Costs: Survey of an Insured Population discuss costs with a nonphysician team member. The majority (62.9%) indicated that their physician should consider the patient's out-of-pocket costs when making medical decisions, and 74.8% reported considering out-of-pocket costs before making decisions for their own care. However, less than half (47.3%) reported that they could find information about health care costs when needed. The cost communication questions tended to be moderately correlated (Table 3) , particularly the questions about wanting to know about, talk about, and consider costs before treatment. The questions on preferring to discuss costs with someone other than their physician and being able to find information about costs were not meaningfully correlated with other questions.
Financial Burden and Delay in Care-Seeking
One in 5 people (21.6%) reported current family medical debt (Table 4) . One in 10 (10.9%) reported delaying using medication because of cost in the previous 12 months; nearly one-third reported having delayed medical care because of worry about cost, either care for themselves (31.5%) or for a family member (32.3%). Overall, 43.7% reported one or more care-delaying behaviors. In unadjusted analyses, people with current medical financial debt were slightly more likely to prefer talking about out-of-pocket costs with their physician at the point of care compared with people who did not; this difference was not statistically significant. In contrast, people with delay in seeking care were significantly more likely to want to talk about costs with their 
Characteristics Associated with Preference for Talking about Out-of-Pocket Costs
Characteristics associated with wanting to talk about costs with one's physician included younger age, nonwhite race, annual household income below $75,000, currently employed, Medicare/Medicaid insurance, shorter enrollment duration, low likelihood of recommending Group Health, and low resource utilization (Table 5) .
In multivariable analysis, delay in seeking care remained an independent positive predictor of communication preference (relative risk = 1.06, 95% CI = 1.01-1.12; Table 6 ); lower income and low likelihood of recommending Group Health were the only other independent predictors. Current financial burden, age, sex, employment, home ownership, enrollment duration, insurance type, and predicted resource utilization were not independently associated with communication preferences.
DISCUSSION
We conducted a cross-sectional, self-administered survey of a population-based sample of an integrated health care system membership in the Pacific Northwest. We found that most participants prefer communication about cost with their physicians. Delays in seeking care because of cost and current medical financial burden were notably prevalent in our sample, and preferences for physician communication of out-of-pocket costs were higher among patients reporting delay in seeking care. In multivariable analyses, delay in care emerged as an independent predictor of communication preferences, whereas current medical financial burden did not. Other independent predictors of preferring communication with one's physician about out-of-pocket costs were lower income and lower likelihood to recommend Group Health.
We found higher levels both for wanting to know costs before treatment (92%) and preferences for discussing costs (81%) than in previous reports. 19.21 A survey of people with cancer found high preferences for knowing costs before treatment initiation (68%) and for discussing costs with one's physician a Communication preference defined as responding "strongly agree" or "agree" to the survey statement, "I would like my doctor to talk with me about my out-of-pocket costs when s/he recommends a test or treatment." CI = confidence interval; SE = standard error. 19 ; other surveys of cancer populations have found similar results. 13, 22 Prior work on clinic-based cost communication has focused on people with cancer, whereas our sample is a broad sample of an insured population. Because more than half of Americans have tried to locate cost information before receiving care, 12p11 it is not clear whether the higher levels of preference for cost communication in our study reflect temporal changes in patient preferences over time, or differences between the preferences of an insured population overall compared with cancer-specific populations. The reasons for these differences should be explored in future studies.
Characteristic
One in 5 enrollees reported medical debt, comparable with national estimates. 21 We found higher rates (31.4%) of costrelated delay in seeking care compared with estimates from the Centers for Disease Control and Prevention of 7.1% in an insured population, 22 although this may reflect Washington State's higher estimates compared with national estimates (12.5% vs 9.9% in 2011-2012). 23 Delay in seeking care may be as high as 57% in people with low income and health insurance deductibles greater than $500, although financial burden measures may be only moderately reliable in this population. 24 One in 10 people (10.9%) in our sample experienced a delay in using a prescribed medication compared with 6.1% of adults aged 18 to 64 years with private coverage reported in the 2013 National Health Interview Survey. 3 We hypothesized that financial burden and delay in seeking care would both be independently related to communication preferences, but only delay in seeking care emerged as an independent predictor. This finding may suggest that it may be "too late" to intervene with cost communications in those who have already incurred medical debt, but it may also suggest an opportunity for physicians to intervene during clinical encounters, which is supported by other studies. 25, 26 It may also suggest opportunities for outreach to patients to reassure that cost concerns will be addressed proactively, and to encourage timely care. Further prospective studies can examine the best ways to meet patients' needs for financial information at the point of care without adversely affecting clinic flow or patient experience.
We acknowledge several limitations. The response rate to the survey was low, but it was similar to large national surveys 27 and offset by our use of sampling frame data to conduct weighted analyses accounting for nonresponse and for unbalanced sampling probabilities. 28 Although we adjusted for age, the main predictor of response, and comorbidity in the multivariable model, unmeasured sources of bias could remain. For example, people who had experienced medical financial burden or delay in care may have been more likely to respond to the survey. However, financial burden and delay are more prevalent in younger age groups, whereas older people were most likely to respond to the survey. Furthermore, these questions were embedded in a larger survey, so we do not expect differential response rate based on financial burden or delays in seeking care alone.
Our data reflect the experiences of people in a single integrated care system and may have limited generalizability to other populations. However, we were intentionally as minimally restrictive in our sampling strategy as possible to increase generalizability, the organization's membership mirrors the socioeconomic demographics of the state's insured population, and we found no differences in preferences on the basis of whether care is provided in Group Health group practice clinics. Nonetheless, our findings should be explored in other populations.
Finally, our use of items from previously published studies was intended to ease benchmarking to other work, but biases in the interpretation or design of specific items designed for other surveys may remain.
CONCLUSION
Our study findings add to the growing evidence base that people are comfortable with and want direct communication about their costs in the clinical setting. Communication about costs is associated with medication adherence and out-of-pocket spending 11, 29 and may affect health outcomes over time. 30, 31 Physicians are increasingly in favor of cost data being available in the clinical setting 29 and in the expansion of the traditional medical role to include screening for and assistance with financial distress. 25, [32] [33] [34] [35] [36] [37] Early evidence suggests that it is feasible to present costs in the clinical setting, [38] [39] [40] and multiple organizations have implemented price transparency initiatives that provide pricing for planned or bundled services. However, strategies for assessing patients' financial need, optimal clinical workflow and physician health care team access to prices, and presentation of 
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Communication with Physicians about Health Care Costs: Survey of an Insured Population price information are still not well understood and likely vary across health care systems. Our study results affirm that health insurance does not protect from financial hardship or delay in seeking care because of medical expenses, 41, 42 even in an era after the Affordable Care Act, 43 and these patient-reported situations remain prevalent. Our study findings also affirm that a significant portion of patients have difficulty locating information about health care costs; most prefer communication about out-of-pocket costs at the point of care, and most prefer it with a physician and not another member of the team. The degree to which assurance of communication about costs with one's physician can reassure patients and avoid either delay in seeking care or medical debt deserves further study. However, given these clear patient preferences and the mounting evidence that physicians themselves are willing to help address patients' financial considerations, health care systems and organizations have a clear mandate for action, and clinic-based tools to aid in communication about costs should be available. v
Disclosure Statement
The author(s) have no conflicts of interest to disclose.
